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Ten years ago the World Health Or-
ganization consensus statement on psy-
chosocial rehabilitation — the use of the
term psychosocial, instead of psychi-
atric, must be noted — implied, as indi-

cated by Wulf Réssler in his careful re-
view, a shift from an illness model to-
wards a social functioning model (1).
This underlying premise leads to two
broad intervention areas: the first is
aimed at improving the individuals’
competencies, the second is aimed at
introducing environmental changes to
improve individuals’ quality of life.
However, in the following years much
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multidimensional
process of recovery, access to
a wide array of services is recommended,
if services are used at all (8,16). This
requires that psychiatrists be clear about
the expected contributions and outcomes
of each, to avoid confusion and
unmet expectations due to inaccurate
labeling of services. Psychiatric rehabilitation
services should be those which
are effective in facilitating success and
satisfaction in valued roles through a
process clearly congruent with accepted
rehabilitation values.
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mental illnesses. It is defined rather by
its contribution to the primary outcome
of enhanced functioning in a valued
role and the congruence of the value
base of the intervention itself. Is the person
more able to be successful and satisfied
as a mother, tenant, landlord,
lawyer, janitor or student as a result of
the intervention offered? Or is the intervention
effective only at improving
grooming skills? Is grooming the critical
skill to become a student? Is skills
training used to manage symptoms? It
has long been clear that there is only a
weak correlation between symptoms
and role functioning (1,10,11): improving
symptom management, while critically
important to treatment outcomes,
is not, therefore, a rehabilitation intervention.
Those case management interventions
that are effective in preventing
rehospitalization and maintaining stability,
but not in achieving a valued role,
are also not rehabilitation interventions.
Equally, practices that include effective
interventions not congruent with the
value base of rehabilitation are not,
strictly speaking, psychiatric rehabilitation.
Interventions that are imposed on
individuals, as Rössler points out, are
not consistent with rehabilitation. Individuals
cannot be subtly coerced into
participating in rehabilitation. Engaging
individuals depends upon their current
state of readiness to begin thinking
about a valued role (9). Readiness can be
developed, if the individuals are interested
but not ready (6,7). Interventions not
focused on an individual’s choice of role
are not consistent with rehabilitation. Interventions
that don’t assess and build
upon the person’s strengths and interests
are not consistent with rehabilitation.
Choice, partnership and hope can be
facilitated through processes such as
values clarification, problem solving
processes and a myriad of other techniques
designed to help an individual
use his/her strengths and interests to
choose, get and keep his/her valued role.
This process can be used in any effective
program model (e.g., supported employment)
(13) and has been demonstrated
to be successful even for the most
disabled individuals (1,14,15).
In order to maximize the multidimensional


more emphasis has been put on the de-
velopment of individual-based ap-
proaches, leading to a narrow view of
psychosocial rehabilitation as a set of
more or less defined techniques target-
ed at chronic mental disorders and en-
lightened by a generic humanitarian

concern for the fate of the mentally ill.
Although the development and re-

finement of effective skill-building inter-

vention models are welcome, we need

to strike the balance by reframing the vi-

sion of psychosocial rehabilitation as a

public health strategy and examining its

implications in terms of practice, re-
search and policy.

To this respect, the following key is-
sues can be briefly outlined:

- Psychosocial rehabilitation is not a
technique. 1t is a strategy operating
at the interface between the individ-
ual, its interpersonal network and
the wider social context.

- The standpoint of psychosocial reha-
bilitation has to be humanistic, not
humanitarian. The humanistic ap-
proach blends together an ethical
and a scientific position.

- The target of psychosocial rehabilita-
tion is functional disability, not
chromnicity. We have evidence that
problems in social functioning can be
observed at the first onset of many
mental disorders, raising the need for
early rehabilitation approaches. Even
in acute conditions, such as the post-
traumatic stress disorders occurring
in the aftermath of disasters, the role
of rehabilitation has to be recognized.

- The target of psychosocial rehabilita-
tion are the psychosocial risk factors
leading to the development and
maintenance of social disability relat-
ed to mental disorders. A growing
body of methodologically sound in-
vestigations shows the significant
role in major mental disorders of so-
cial/environmental risk factors, such
as migration (2), urban living (3),
racial discrimination (4), childhood
traumas (5).

- The overarching goal of psychosocial
rehabilitation can be summarized
under the heading of social inclu-
sion. Therefore, attention has to be
paid to the social/interpersonal out-

come indicators, as distinct from

clinical outcome (6).

Within this frame of reference, con-
sumers, clinicians, researchers and poli-
cy makers have to play their roles. The
contributions of psychiatrists will de-
pend on their capacity in developing
and strengthening the skills recently in-
dicated by Rosen in his description of
the “community psychiatrist of the fu-
ture” (7). I hope we will be able to meet
this challenge.
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Rössler’s paper focuses first on interventions
centered on the disabled individuals,
aiming to enhance or develop
their emotional and social skills, and
then on the socio-ecological strategies
supporting the rehabilitative process.
Ten years ago the consensus statement
jointly produced by the World Health
Organization and the World Association
for Psychosocial Rehabilitation also
defined psychosocial rehabilitation
as a strategy that facilitates the opportunity
for individuals, impaired or disabled
by a mental disorder, to reach
their optimal level of functioning in the
community, by both improving their
competencies and introducing environmental
changes (1). The psychiatric rehabilitation
process focuses primarily
on the patient’s existing capabilities
based on the “well part of ego”, but the
restoration of these abilities is not mechanical
and linear. Patients’ civil rights
and aspirations are always taken into
account, but their needs of adequate education,
work, housing and community
acceptance are often confronted by legal,
socio-cultural and economic constraints.
Psychiatric rehabilitation interventions
and techniques such as case
management, social skills training, assertive
community treatment and others
have been proven to be effective, but
their strengths are weakened or even
neutralized when the socio-cultural and
economic environments are negative or
even hostile to the recipients of the psychiatric
rehabilitation programs (2,3).
Work is a basic rehabilitation goal
and obtaining a job (full or part time) is
always a desirable ambition. The question
is how to get a job when unemployment
rates are high. In most Western
states, economic recession is a
chronic phenomenon. This could cause
difficulties even to supported employment
programs. Moreover, the economic
recession is always linked with psychosocial
programs budget cuts.
Globalization of economy has brought
serious economic changes (market
economy), increasing unemployment
rates (investments are moving to cheap
labour countries), privatization of social
institutions, high social mobility, transformations
in the family structure, and
Psychiatric rehabilitation in the era
of globalization




